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Abstract
Background
Numerous preclinical studies have supported the theory that enhanced activation of
mGluR5 signaling, due to the absence or reduction of the FMR1 protein, contributes to cog-
nitive and behavioral deficits in patients with fragile X syndrome (FXS). However multiple
phase 2 controlled trials in patients with FXS have failed to demonstrate efficacy of com-
pounds that negatively modulate mGluR5, including two phase 2b randomized controlled tri-
als (RCT) of mavoglurant (AFQ056, Novartis Pharma AG), when the primary measures of
interest were behavioral ratings. This has cast some doubt onto the translation of the
mGluR5 theory from animal models to humans with the disorder.
Methods
We evaluated social gaze behavior–a key phenotypic feature of the disorder—and sympa-
thetic nervous system influence on pupil size using a previously-validated eye tracking para-
digm as a biobehavioral probe, in 57 adolescent or adult patients with FXS at baseline and
following three months of blinded treatment with one of three doses of mavoglurant or pla-
cebo, within the context of the AFQ056 RCTs.
Results
Patients with FXS treated with mavoglurant demonstrated increased total absolute looking
time and number of fixations to the eye region while viewing human faces relative to base-
line, and compared to those treated with placebo. In addition, patients had greater pupil
reactivity to faces relative to baseline following mavoglurant treatment compared to
placebo.
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Discussion
The study shows that negative modulation of mGluR5 activity improves eye gaze behavior
and alters sympathetically-driven reactivity to faces in patients with FXS, providing prelimi-
nary evidence of this drug’s impact on behavior in humans with the disorder.
Introduction
Over the past decade, fragile X syndrome (FXS) has been at the forefront of translational
efforts in neurodevelopmental disorders to bring targeted treatments from basic laboratory
studies and animal models to patients and their families, with the goal of normalizing the neu-
robiology, behavioral disturbances and cognitive deficits associated with the Fragile X Mental
Retardation 1 (FMR1) gene mutation. Despite unprecedented efforts by numerous laboratories
and multinational clinical teams, several large phase 2b controlled trials have failed to demon-
strate clinical benefits of these treatments [1–4], and the field is currently re-evaluating these
models and trial designs to prepare for a “second wave” of novel treatments for FXS and
related conditions [5–7]. A thorough and deep analysis of the data arising from the recent trials
is crucial in determining whether target engagement was achieved, and for guiding the study
design retooling efforts. Here, we report evidence that mavoglurant (AFQ056, Novartis), an
mGluR5 negative allostatic modulator, improves a core phenotypic feature of FXS in the labo-
ratory, despite its failure to show significant behavioral improvement over placebo, in two
Phase 2b trials of this compound [2].
The Fragile X Mental Retardation Protein (FMRP) is an mRNA binding protein that aids in
regulating the translation of many neuronal mRNA [8]. The absence of this protein leads to
dysregulation of translation of these mRNAs and abnormal levels of their protein products,
contributing to substantial deficits in synaptic function and brain development. FXS is an X
chromosome-linked genetic condition associated with significant reduction or complete
absence of FMRP. The phenotypic expression among those with the full mutation is quite var-
ied and consists of physical features, intellectual disability, comorbid autism or autistic like
behaviors, as well as high rates of anxiety and social withdrawal [9–14], inattention and dis-
tractibility [15–19], disinhibition and impulsivity [16, 20], hyperactivity [11, 21–23], aggres-
sion [24], and self-injury [24–26].
Research with animals models of FXS (e.g. Fmr1 knockout mice) has demonstrated cellular
abnormalities in class I metabotropic glutamate signaling (mGluR; [27, 28]) resulting in some
of the phenotypic features associated with FXS. This discovery has been commonly referred to
as the “mGluR theory of FXS” although it is widely recognized that there is abnormal signaling
of a broad array of receptors and pathways in the absence of FMRP, in addition to group 1
mGluRs. Following the proposal and growing acceptance of this theory, there was a surge of
studies examining several FXS-targeted pharmacological treatments. Results from ensuing
pre-clinical work with animal models of FXS published in over 40 papers in the literature
found reversal of numerous phenotypic features following pharmacological treatment with
mGluR5 negative modulators in both the fly and mouse models [28–32] and following genetic
reduction of mGluR5 activity in fmr1 knockout mice also heterozygous for knockout of the
mGluR5 gene. Yet, despite such compelling early evidence, translation to clinical trials with
humans has seen limited success [2, 4, 33]. Many factors may contribute to these contradictory
findings, possibly including differences in genetic and environmental variability between ani-
mal models and humans with FXS, potentially differing developmental windows at which
mGluR5 treatment and gaze in Fragile X
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targeted treatment might be effective, and lack of focus on measurement of the core problem
of plasticity with cognition and learning outcomes [34].
More recently, discussion has focused on the lack of adequate research on outcome mea-
sures that have proven feasibility, reliability, and sensitivity to the core phenotypic features of
FXS [35] as a potential factor in the failure of targeted treatment trials. Indeed, the trials relied
on symptom-specific caregiver rating scales originally developed in more heterogeneous clini-
cal populations such as intellectual disability and autism spectrum disorder [6]. Molecularly
targeted treatments differ from traditional symptom-based approaches; as such the outcome
measures used in targeted treatment trials may need to be more syndrome-specific and closer
to the underlying neurobiology of the condition, at least at the stage of determining whether
there is target engagement.
Gaze avoidance is a hallmark phenotypic feature of FXS that reflects social anxiety and
hyperarousal, and interferes with and alters social reciprocity, engagement and social-emo-
tional development [36–41]. The functional neuroanatomy of aberrant gaze in FXS is fairly
well-described, involving alterations in frontal and medial temporal regions underlying social
cognition and emotion [39, 40, 42–44]. Using an infrared eye-tracker, we previously developed
a paradigm to objectively measure this aspect of the phenotype and have demonstrated that
individuals with FXS make fewer gaze fixations and reduced looking time to the eye region of
human faces, and greater pupil reactivity to emotional faces, when compared to typically
developing controls [41]. Furthermore, test-retest data from this paradigm showed that these
measures were highly reliable across a period of approximately two weeks [38], suggesting that
they may be useful biobehavioral outcome measures for early stage clinical trials to demon-
strate target engagement.
To examine this possibility, we examined eye gaze behavior using the paradigm at baseline
and following 12 weeks of randomized, double-blind treatment with mavoglurant (Novartis
AG, Basel, Switzerland), an mGluR5 negative modulator investigated as a possible targeted
treatment for FXS, or identical placebo. We hypothesized that treatment with mavoglurant
would be associated with increased looking time and fixations to the eye region relative to
baseline, and relative to the placebo control group, regardless of the emotional valence of the
stimuli, as well as reduced pupil dilation relative to baseline when viewing emotional faces.
Materials and methods
Participants
Participants in this study were diagnosed with FXS with molecular confirmation, and enrolled
in one of two identically designed randomized, double-blind, RCTs of mavoglurant, with
the only difference between the trials being that one trial enrolled adolescents age 12–17,
and the other enrolled adults age 18–45. The clinical trials, taking place at 31 institutions in
16 countries, were registered in clinicaltrials.gov with the identifiers NCT01253629 and
NCT01357239. The adult study was initiated in November 2010 and completed in August
2013, whereas the adolescent study was initiated in May 2011 and completed in January 2014.
The full results of these trials were previously reported by Berry-Kravis and colleagues [2]. We
obtained permission from Novartis to employ the eye tracking protocol as an outcome mea-
sure at our two institutions, University of California Davis MIND Institute (UCD) or Rush
University Medical Center (RUMC) and we established the hypotheses prior to initiation of
the two trials (rather than a post-hoc analysis). The UCD and RUMC IRBs approved this study.
Participants were between 12 and 45 years old, had an IQ below 70, and as part of the trial
were randomly assigned to receive either one of three doses of mavoglurant (25mg, 50mg, or
100mg) or placebo. These doses were chosen by Novartis based on receptor occupancy at these
mGluR5 treatment and gaze in Fragile X
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doses in a PET study in normal controls which ranged from about 27% (25 mg) to around
59% (100 mg)–it was thought that this amount of negative modulation of mGluR5 receptor
would cover the range that might be effective in FXS based on preclinical studies. In these ani-
mal studies, with a mouse crossed with the mGlur5 het, it was assumed that 50% inhibition
was achieved; thus Novartis was targeting 50% inhibition in the trial. However, this of course
is based on receptor occupancy targets and not clinical response, and the optimal receptor
occupancy in patients with FXS is not known. A full description of the clinical-trial design and
results based on the pre-determined primary endpoints is described in Berry-Kravis et al. [2].
Sixty-six of the original 314 total participants randomized into the mavoglurant trials com-
pleted the eye tracking paradigm described below during two visits: prior to randomization at
the baseline visit and at the end of the placebo-controlled period after receiving three months
of treatment with study drug. All participants or their guardians provided written consent and
assent was obtained from participants when possible. The following results are based on an
analysis of this subsample of individuals who were enrolled at either RUSH (n = 35) or UCD
(n = 31) sites where eye tracking data were collected. Among the 66 participants, n = 17 were
randomized to 100 mg, n = 16 to 50 mg, n = 13 to 25 mg, and n = 20 to placebo arms in the
trial. However, 9 participants were unable to provide eye tracking data due to behavioral diffi-
culties or scheduling limitations, yielding a final sample of 57 for final analyses (n = 18 placebo;
n = 39 mavoglurant). The age range, IQ level and total level of behavioral disturbance (Aber-
rant Behavior Checklist, Community Edition; ABC-C) of this study’s subsample were similar
to the full trial cohorts.
Passive viewing of emotional faces paradigm. A Tobii T120 infrared binocular eye
tracker (Tobii Technology, Sweden) was used to collect gaze pattern data. This is an infrared
video-based tracking system that monitors binocular eye movements employing a cornea
reflection technique with a sampling rate of 120 Hz. The tracker is embedded in the computer
monitor and is considered less invasive than head mounted units promoting more natural
user behavior.
Stimuli were the same as those used in Farzin et al. [37, 38] and consisted of 60 color photo-
graphs of adult human faces from the NimStim Face Stimulus Set [45] and 60 scrambled ver-
sions of each facial image. Faces demonstrated a calm, happy, or fearful expression, with 20
trials of each. Faces and their corresponding scrambled image were displayed on a standard
50% gray background and matched on mean luminance. Stimuli were designed to imitate the
size of an actual human face when viewed from a distance of 60 cm from the monitor (sub-
tended a 12.12˚ by 17.19˚ region).
Clinical assessments
As per the Novartis trial protocols, caregivers of all participants completed the ABC-C [46]
throughout the trials to evaluate severity of aberrant behavior, and participants completed
either the Stanford Binet Scale of Intelligence, Fifth Edition (for the adult trial; [47]) or the Lei-
ter International Performance Scale, Third Edition (for the adolescent trial; [48]) at study
entry, to examine the baseline cognitive profile of each cohort.
Procedure
The eye tracking data was collected during passive viewing of the stimuli in a quiet room with
the lights turned off. At the beginning of each eye tracking session a standardized 9-point cali-
bration was completed. With an experimenter in the room and out of view, participants were
asked to sit quietly, remain as still as possible, and watch the pictures presented on the screen.
Given sensory reactivity and movement restriction challenges inherent to FXS, it was not
mGluR5 treatment and gaze in Fragile X
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possible to precisely standardize the distance from eyes to the screen by fixing head position;
however position was continuously monitored using the track status feature of Tobii Studio
and reminders to the participants to re-position were used as needed. Trials consisted of the
presentation of a scrambled face for 1 second, followed by its matching face for 3 seconds (Fig
1). The order of these trials was pseudorandomized. Between each of the 60 trials a uniform
grey screen was shown and the duration was randomly determined based on one of three time
intervals; 0.5, 1, or 2 seconds.
Data analysis
We were specifically interested in the total absolute looking time and fixations to the eye
region. Total amount of time gazing anywhere on the face was a sum across regions (eyes,
mouth, nose, other) of the average across trials in which the participant gazed at the specific
region of the face. A fixation was defined as any data point within a 30 pixel radius that was
recorded for at least 150 milliseconds, using the Tobii Fixation Filter. Total absolute looking
time to the eye region and the number of fixations to the eye region were both summarized at
the level of emotion for each time point and each participant, for a maximum of six observa-
tions per person. The mean number of observations was 5.8 (SD = 0.7). For the pupil diameter
outcome, each emotion was summarized across trials for 11 intervals at each time point, for a
maximum of 66 observations per participant. The mean number of pupil diameter measure-
ments was 62 (SD = 11).
Fig 1. Eye tracking protocol. Participants viewed calm, fearful, or happy faces (random order) for 3 seconds each while eye gaze behavior and pupil size was recorded
using a Tobii 120 Hz eye tracker. Each face was preceded by its scrambled version, matched on luminance and color pattern (as a control for pupil light reflex)
examining pupil change associated with the social content and sympathetic nervous system activation. The primary area of interest was the eye region (including
eyebrows) for examination of proportion of looking time and number of visual fixations to that region. The individuals in this figure have given written informed
consent to publish the image (https://macbrain.org/resources.htm).
https://doi.org/10.1371/journal.pone.0209984.g001
mGluR5 treatment and gaze in Fragile X
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As described in Farzin et al. [37], pupilometry data was quantified as the mean pupil diame-
ter for 250 millisecond intervals across the 3-seconds the stimuli was presented (excluding the
last interval during which the screen transitioned to the next stimuli) for a total of 11 intervals.
Pupilometry data was first filtered to remove values associated with blinks, loss of tracking the
pupils by the eye tracker, or large changes in head position and then was averaged across both
eyes. To compute pupil response to face-specific stimuli “standardized” by the average pupil
size during the corresponding scrambled face the following calculation was used:
Pupil Size during Emotional Face   Pupil Size during Scrambled Face
Pupil Size during Scrambled Face
Analyses were conducted using mixed effects regression models [49, 50] to account for the
repeated measures design for each of the outcomes (total absolute looking to the eye region,
number of fixations to the eyes, and pupil response); all measures for each outcome across
emotions and across both baseline and follow-up (repeated measures) were used as the depen-
dent variables in the model. A square root transformation was applied to all fixation data due
to positive skew to better meet the assumption of constant variance. For the outcomes total
absolute looking time and fixation to the eyes, treatment group (placebo, 25mg mavoglurant,
50 mg mavoglurant, or 100 mg mavoglurant), emotional valence of stimuli (calm, happy, fear-
ful), time, and corresponding interactions were considered in the primary analyses. Models
further included random effects for study participant nested within site and time. Akaike
information criterion was used for model building. After we determined the best fitting model
from those tested, restricted maximum likelihood (REML) was used to estimate model
parameters.
The trajectory of relative change in pupil size over the 3-second stimulus presentation was
modeled using a non-linear growth curve model. Based on the shape of pupilometry trajecto-
ries observed in Farzin et al. [37], we began by testing unconditional linear and quadratic
growth curve models to estimate the overall shape of pupil changes during stimulus presenta-
tion across all individuals, as well as all emotional valence and treatment conditions. This sec-
ond unconditional model could account for quadratic change. In the linear model, time was
expressed as the interval since the onset of stimulus presentation (interval). Interval since stim-
ulus presentation squared (interval2) was added to the unconditional linear model to test for
the curvilinear shape of this trajectory. After determining the form of the best fitting uncondi-
tional growth curve model we tested the influence of treatment, stimulus emotion, and their
interaction in the primary analyses. Random effects in these models included study participant
nested within site and interval. Akaike information criterion was used for model building.
To aid in the interpretation of effects, eye gaze outcomes at both time points were standard-
ized by subtracting the mean and dividing by the standard deviation of the outcome at baseline
in the calm condition across all treatment groups; for the pupilometry outcome, the data from
the first interval was used. Coefficients in the models are then interpreted in terms of standard
deviation units. Although on average participants were attentive to stimuli (looking at each
trial for an average of about 2.75 seconds of the 3 seconds of possible looking time), some par-
ticipants were much less attentive. We identified participants who provided gaze data for
fewer than 7 trials per emotion for exclusion in sensitivity analyses. Secondary analyses for all
outcomes considered the effects of including body mass index, race/ethnicity (Caucasian vs.
non-Caucasian), and baseline ABC-C raw scores in the models. Results from the sensitivity
and secondary analyses were similar to the primary analyses, so only results from the primary
analyses are presented. Follow-up analyses investigated the effect of concomitant psychoactive
medication use on results.
mGluR5 treatment and gaze in Fragile X
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All analyses were conducted in SAS version 9.4 and a p-value less than 0.05 was considered
statistically significant. To account for multiple comparisons between groups across the out-
comes, we applied the Benjamini-Hochberg False Discovery Rate to all reported p-values and
found that they all remained significant; we therefore only report the uncorrected p-values.
Results
Participant demographics
Participant baseline descriptive data are shown in Table 1. There were no significant differ-
ences in age, gender, race, FMR1 methylation status, body mass, IQ, overall behavioral prob-
lems or total looking time to stimuli at baseline between those randomized to placebo or any
of the three mavoglurant doses. None of the participants were taking anti-convulsants. Two
individuals (both in the 50mg group) were taking alpha agonists. Anti-psychotics (n = 7, 2 in
the 50mg group, 1 in the 100mg group and 4 in the placebo group), selective serotonin reup-
take inhibitors (SSRI; n = 11, 1 in the 25mg group, 4 in the 50mg group, 3 in the 100mg group,
and 3 in the placebo group), and stimulants (n = 10, 2 in the 25mg group, 3 in the 50mg group,
4 in the 100mg group, and 1 in the placebo group) were slightly more common, although the
percentage of individuals on these medications did not differ between the groups.
Eye tracking data acquisition by group
All eye gaze data were summarized across up to 60 trials. At baseline, there was no difference
in the proportion of trials in which eye gaze data were captured across the groups [p = .9; pla-
cebo: 80% of trials (SD = 25%); 25mg: 85% (12%); 50mg: 89% (12%); 100mg: 83% (20%)]. Sim-
ilarly, there was no difference in the proportion of trials with eye gaze data across groups [p =
.8; placebo: 84% (14%); 25mg: 82% (17%); 50mg: 86% (10%); 100mg: 86% (17%)].
Absolute looking time to the eye region
When comparing between the groups, there was no change in total looking time to faces over-
all in the placebo group [β = -0.28, standard error (SE) = 0.37, p = .2] and no significant mean
difference [F(3,50) = 1.56, p = .2] in change in total looking time to faces overall between the
groups. The linear mixed model with total absolute looking time to the eye region specifically
comparing change in the mavoglurant dosage groups to placebo (see Table 2) yielded a signifi-
cant effect of treatment, such that those treated with 25mg mavoglurant showed a 0.69 stan-
dard deviation (SD) increase in looking to the eye region at follow-up compared to baseline
relative to the placebo group [β = 0.69, SE = 0.29, p = .02, 95% confidence interval (CI) = (0.11,
Table 1. Participant descriptive information by treatment group.
Placebo 25 mg 50mg 100 mg F(df, p) or p
N 18 11 12 16
Age (M, SD) 19.58 (6.60) 23.60 (7.19) 21.81 (7.87) 19.09 (5.16) 1.30 ((3,53),.28)
Gender (% male) 94.4 90.9 91.7 87.5 .92
Race (% non-Caucasian) 11.1 27.3 16.7 6.2 .52
Methylation (% fully methylated) 38.9 36.4 41.7 31.2 .96
Baseline BMI in kg/m2 (M, SD) 23.87 (7.32) 27.43 (4.65) 26.15 (3.87) 23.69 (4.28) 1.48 ((3, 53), .23)
Baseline IQ Score (M, SD) 41.39 (6.26) 40.00 (6.05) 44.42 (7.22) 44.69 (9.97) 1.2 ((3,53),.32)
Baseline ABC-CFX Total Score (M, SD) 59.28 (26.27) 49.45 (24.60) 45.25 (28.58) 42.25 (22.96) 1.42 ((3,53),.25)
Baseline Total Looking Time
(Min.; M, SD)
2.79 (1.45) 2.44 (1.12) 2.70 (1.04) 2.99 (1.48) 0.37 ((3,52),.78)
https://doi.org/10.1371/journal.pone.0209984.t001
mGluR5 treatment and gaze in Fragile X
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1.27)]. There was no significant difference in amount of change for individuals in the 50 mg or
100 mg groups relative to the placebo group (Fig 2, S1 Table).
Table 2. Associations of mavoglurant treatment with change in absolute looking time to the eye region.
Random Effects Variance
Participant:Site 0.84
Time 0.45
Residual 0.12
Fixed Effects Estimate SE df t value p value
Time -0.23 0.17 50 -1.31 .19
25 mg dose�time 0.69 0.29 220 2.33 .02
50 mg dose�time -0.04 0.27 220 -0.14 .89
100 mg dose�time 0.33 0.25 220 1.31 .19
Model includes effects of emotion and treatment group on baseline level.
https://doi.org/10.1371/journal.pone.0209984.t002
Fig 2. Absolute looking time to the eye region. Average change from baseline in total absolute looking time to the eye
region of faces by adolescent and adult patients with fragile X syndrome following 3 months of treatment with placebo
vs. 25 mg, 50 mg, or 100 mg of the mGluR5 negative modulator mavoglurant. Dots reflect the model estimated change
from baseline for each group in standard deviation units. Bars reflect 95% confidence intervals. Horizontal line at zero
reflects no estimated change. ��Those treated with 25 mg of mavoglurant experienced greater change from baseline on
average than the placebo group (p<0.01).
https://doi.org/10.1371/journal.pone.0209984.g002
mGluR5 treatment and gaze in Fragile X
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Fixations to the eye region
The linear mixed model with fixations to the eye region comparing mavoglurant dosage
groups to placebo (see Table 3) yielded a significant difference in the amount of change, such
that the 25 mg and 100 mg groups increased about 0.5 SD more than the placebo group (25
mg: β = 0.53, SE = 0.23, p = .02, 95% CI = (0.07, 1.00); 100 mg: β = 0.48, SE = 0.20, p = .02, 95%
CI: (0.09, 0.88)). There was no significant difference in amount of change between the 50 mg
group and the placebo group (Fig 3, S2 Table).
Pupil reactivity to faces
The quadratic growth curve models of pupil change during exposure to emotional faces dem-
onstrated an overall downward concave shape at both baseline and follow-up (interval: β =
0.17, SE = 0.03, t = 5.72, p<0.001; interval2: β = -0.007, SE = 0.002, t = -3.17, p = 0.002) with sig-
nificant differences in amount of change by emotional stimulus and treatment group; there
were no differences in overall shape between baseline and follow-up (see Table 4). In contrast
to models examining fixations and looking time, emotion had a significant effect on pupil
reactivity over time, such that, relative to calm, both fearful (β = 0.72, SE = 0.17, t = 4.35,
p<0.001) and happy faces (β = 0.82, SE = 0.16, t = 4.98, p< 0.001) elicited 0.7–0.8 SD more
pupil dilation in the placebo condition, compared to baseline. Mavoglurant treatment resulted
in 0.9–1.3 SD greater pupil dilation at follow-up in the calm condition relative to the placebo
group (25mg: β = 1.26, SE = 0.20, t = 6.41, p<0.001, 95% CI = (0.87, 1.64); 50mg: β = 1.05,
SE = 0.18, t = 5.73, p<0.001, 95% CI = (0.69, 1.41); 100mg: β = 0.86, SE = 0.17, t = 5.12,
p<0.001, 95% CI = (0.53, 1.19)). However, 25mg mavoglurant treatment resulted in signifi-
cantly less change in pupil reactivity than the placebo group in the happy condition (β = -0.63,
SE = 0.19, t = -3.23, p = 0.001, 95% CI = (-1.01, -0.25)). See Fig 4 and S3 Table.
Effect of concomitant psychoactive medications
Based on the inconsistent, or non-linear results across dosages of mavoglurant, the influence
of concomitant psychoactive medications (CPM) was assessed as a possible explanation. Due
to small sample sizes in different medication classes, medication use was collapsed across
CPM. Differences in rate of change between dosages of mavoglurant and placebo varied by
CPM for total absolute looking time to the eye region (p = .001) and number of fixations to the
eye region (p = .001), but not pupil reactivity to faces (p = .67). For total absolute looking time
to the eye region, within the 25mg group the sample size was too small in the CPM subgroup
(n = 3) to allow any valid follow-up statistical comparisons, however visual review of individual
Table 3. Associations of mavoglurant treatment with change in number of fixations to the eye region.
Random Effects Variance
Participant:Site 0.84
Time 0.22
Residual 0.17
Fixed Effects Estimate SE df t value p value
Time -0.25 0.14 50 -1.81 .08
25 mg dose�time 0.53 0.23 220 2.27 .02
50 mg dose�time 0.13 0.21 220 0.60 .55
100 mg dose�time 0.48 0.20 220 2.42 .02
Model includes effects of emotion and treatment group on baseline level.
https://doi.org/10.1371/journal.pone.0209984.t003
mGluR5 treatment and gaze in Fragile X
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patterns of change suggested that these individuals (1 with SSRI, 2 with stimulant) showed
more substantial increases in looking to the eye region compared to those not taking CPM. No
significant effects of CPM were found in the other two dosage groups. When considering the
fixations to the eye region, within the 25 mg group, the same 3 participants taking CPM
appeared to improve more than those not taking CPM. In contrast, those in the 100mg group
not taking CPM (n = 8) improved more than those taking CPM [β = -0.59, SE = 0.26, p = .02,
95% CI = (-1.10, -0.09)] and those not taking CPM improved more than those in the placebo
group not taking CPM [β = 0.92, SE = 0.24, p< .001, 95% CI = (0.44, 1.40)]. Also, those taking
CPM in the 100 mg group did not improve more than the placebo group taking CPM [β =
-0.01, SE = 0.26, p = .96, 95% CI = (-0.53, 0.51)].
Discussion
We used a laboratory-based eye tracking paradigm to demonstrate that mavoglurant, a nega-
tive allostatic modulator of mGluR5 activity, significantly improves visual attention to the eyes
in adults and adolescents with FXS relative to placebo in the context of a controlled trial. The
improvement in eye gaze as a result of mavoglurant treatment in FXS may be driven by
Fig 3. Number of fixations. Average change in number of fixations to the eye region of faces by adolescent and adult
patients with fragile X syndrome following 3 months of treatment with placebo vs. 25 mg, 50 mg, or 100 mg of the
mGluR5 negative modulator mavoglurant. Dots reflect the model estimated change for each group in standard
deviation units. Bars reflect 95% confidence intervals. Horizontal line at zero reflects no estimated change. �Those
treated with 25 mg or 100mg of mavoglurant experienced more change on average than the placebo group (p<0.05).
https://doi.org/10.1371/journal.pone.0209984.g003
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decreases in levels of social anxiety. In fact, the seminal paper introducing the mGluR theory
of fragile X [27] highlighted that MPEP (a selective mGlur5 negative modulator) has broad
anticonvulsant and anxiolytic effects. Two studies documented that negative modulation of
mGluR5 activity normalizes social behavior in the Fmr1 knockout (KO) mouse [51, 52]. Gan-
tois et al [52] used a three-chambered task to determine sociability and preference for social
novelty and showed that mavoglurant was able to restore sociability behavior of KO mice to
levels of wild type littermates. De Esch et al [51] used the Automated Tube Test to demonstrate
partial rescue of altered social behavior of KO mice, using both genetic (mGluR5 deletion het-
erozygotes) and pharmacological (mavoglurant) inhibition. Later, Suvrathan and colleagues
[53] demonstrated that amygdala long term potentiation (LTP) is impaired in these mice and
rescued by MPEP. The amygdala LTP abnormalities observed in Fmr1 KO mice may be con-
sistent with human brain functional MRI (fMRI) data demonstrating increased sensitization
of the amygdala with repeated exposure to direct human gaze in patients with the disorder
[40]. Another fMRI investigation of face processing in FXS showed a very strong association
between fusiform gyrus hypoactivation and gaze to the eye region, but enhanced activation in
hippocampus, insula, and superior temporal sulcus [43]. Thus the phenotypic response to
faces in FXS appears to be abnormally regulated by a diverse network of activity in regions
known to modulate social behavior and emotional responses. Together, these data suggest that
mavoglurant could at least partially normalize this network’s response to social stimuli in FXS,
leading to detectible changes in eye gaze behavior. Certainly, direct measurement of brain
activity changes tied to social stimuli, related to targeted treatment in FXS would help to sub-
stantiate our findings. Eye tracking will be further evaluated as a key biomarker in a study to
be conducted through the NeuroNext network, assessing the effects of mavoglurant on lan-
guage learning in young children with FXS (clinicaltrials.gov, NCT 02920892). Similar find-
ings in the NeuroNext trial would replicate and help substantiate the findings in this study.
Although the sample sizes by mavoglurant dose are not large, it is interesting to note that
the lower dose group (for absolute looking time to the eye region as well as pupil reactivity)
showed as much or more change as the higher dose groups. Our follow-up analyses examining
the potential effect of concomitant medication use suggested that the 3 participants on 25 mg
mavoglurant and additional psychoactive medications showed more improvement in looking
Table 4. Associations of mavoglurant treatment and exposure to emotional faces with pupil diameter change.
Fixed Effects Estimate SE df t p value
Time -0.60 0.12 3376 -5.09 < .001
25 mg Mavoglurant�time 1.26 0.20 3376 6.41 < .001
50 mg Mavoglurant�time 1.05 0.18 3376 5.73 < .001
100 mg Mavoglurant�time 0.86 0.17 3376 5.12 < .001
Fear�time 0.72 0.17 3376 4.35 < .001
Happy�time 0.82 0.16 3376 4.98 < .001
25 mg Mavoglurant� Fear�time -1.09 0.27 3376 -3.98 < .001
50 mg Mavoglurant� Fear�time -0.84 0.26 3376 -3.26 < .001
100 mg Mavoglurant� Fear�time -0.57 0.24 3376 -2.43 .01
25 mg Mavoglurant� Happy�time -1.88 0.27 3376 -6.86 < .001
50 mg Mavoglurant� Happy�time -0.87 0.26 3376 -3.38 < .001
100 mg Mavoglurant� Happy�time -0.78 0.23 3376 -3.34 < .001
Model includes effects of interval, interval2, treatment group, emotion, and the treatment group by emotion interaction on baseline level. There was no interaction
between interval or interval2 and time.
https://doi.org/10.1371/journal.pone.0209984.t004
mGluR5 treatment and gaze in Fragile X
PLOS ONE | https://doi.org/10.1371/journal.pone.0209984 January 17, 2019 11 / 17
duration and fixations within the eye region than those not taking these additional medica-
tions. Given the size of this subgroup, the observations might be idiosyncratic to these individ-
uals and attributed to chance. In the 100 mg (highest) dose group, however, the improvement
on fixations to the eye region compared to placebo was significantly more robust in those not
taking concomitant medications. This might indicate that the higher dose of mavoglurant has
a larger impact on eye gaze behavior in FXS, and that detection of effects of treatment may be
more difficult or confounded by mixed influence of different concomitant medications. This
latter interpretation, if confirmed by other studies, could have implications for trial design,
and might warrant re-analysis of the effects of concomitant medications on the clinical out-
comes in the larger multi-center trial of mavoglurant. Indeed, the potential impact and distri-
butions of concomitant medications across trial groups were not reported in the previously
published study [2]. However we caution that the sample sizes in the present study are proba-
bly not adequate to conclude with confidence the relative improvements associated with differ-
ent doses of mavoglurant, and the variation in effects by dose may in fact be due to chance.
Despite the nuances of dose seen here, the overall results of the study appear to support the
Fig 4. Pupilometry. Sympathetic nervous system-mediated pupil reactivity to calm and emotional faces in patients
with fragile X syndrome treated for 3 months with placebo or 25 mg, 50 mg, or 100mg mGluR5 negative modulator
mavoglurant. Dots reflect the model estimated change for each group in standard deviation units. Bars reflect 95%
confidence intervals. Horizontal line at zero reflects no estimated change. ���Those treated with 25 mg, 50 mg or
100mg of mavoglurant experienced more change on average than the placebo group in the Calm condition (p<0.001).
In addition, those treated with 25 mg of mavoglurant had less reactivity than the placebo group in the Happy condition
(p<0.001).
https://doi.org/10.1371/journal.pone.0209984.g004
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conclusion that mavoglurant (at doses proven to occupy the targeted receptors in humans)
had some effect on eye gaze behavior and pupil reactivity to emotional stimuli in these
patients.
In the context of these mavoglurant trials, the eye tracking measures appear to be more sen-
sitive to treatment than the clinical measures of aberrant behavior and social responsiveness
reported by caregivers (as these showed no significant improvement over placebo in the larger
cohorts [2]. As such they may provide an approach to determining whether a targeted treatment
aimed at reversing specific neural deficits has engaged its target and resulted in syndrome-rele-
vant and CNS-mediated changes. The increased sensitivity of the eye tracking measures may be
due to the relative objectivity of measurement (compared to rating scales), less prominent pla-
cebo effects, high-resolution and repeated measurements contributing to increased reliability
and power, and the narrow focus on a well-described phenotypic feature of the disorder.
The pupilometry results revealed relatively robust (in terms of effect sizes) and highly sig-
nificant changes related to mavoglurant treatment. Given that our prior studies showed
heightened pupil reactivity to emotional faces in FXS, we expected mavoglurant would
dampen this reaction, as might be predicted from the Fmr1 KO mice and human fMRI studies
summarized above. In fact, this treatment appears to contribute to greater overall pupil dila-
tion during exposure to these social stimuli, mainly driven by reactivity to calm faces. We were
unable to find any clear correlation between pupil reactivity and clinical changes; thus it is dif-
ficult to interpret this finding. We speculate that individuals may become initially more sensi-
tized to the social and emotional qualities of the stimuli as a result of treatment, leading to
stronger sympathetic responses measured by pupil change. The effect with calm faces in partic-
ular is interesting, and might be related to enhanced processing of or reactivity to these more
subtle and ambiguous social stimuli.
Limitations
While the eye tracking protocol used in this study affords experimental control and precision
of measurement, this passive task is limited to response to stimuli on a computer screen and
may not accurately reflect social gaze deficits in the individual’s normal environment. Also, we
emphasize that the eye gaze measures do not represent clinical outcomes and are probably not
appropriate to use as primary endpoints in controlled trials. Rather, they might be considered
biobehavioral markers that can be useful for indexing target engagement and early treatment
response. Finally, the participants in the current study were only a subset of the larger trial,
and when divided by dose groups, the power to detect differences is reduced and probability of
type I and II errors is increased, and generalization to all the participants in the larger trials is
less clear.
Conclusions
In summary, we show that eye gaze behavior and sympathetic nervous system responsiveness
to social-emotional stimuli are altered by mGluR5 modulation in patients with FXS, providing
evidence that sensitive laboratory-based biobehavioral measures can be useful tools for detect-
ing targeted treatment-related responses that may not be identified by broader clinical assess-
ments over short time frames of several months. It is our hope that these findings will help to
guide future clinical trials by showing the potential for mGluR5 negative modulators to modify
human behavior, and emphasizing the importance of syndrome-specific and physiological
outcome measurement development for assessing target engagement, defining participant
selection criteria and helping determine what agents should best be explored in larger and lon-
ger trials with clinical outcomes for neurodevelopmental disorders.
mGluR5 treatment and gaze in Fragile X
PLOS ONE | https://doi.org/10.1371/journal.pone.0209984 January 17, 2019 13 / 17
Supporting information
S1 Table. Supplemental Table 1. Total absolute looking time to the eye region by group, emo-
tion, and time point.
(DOCX)
S2 Table. Supplemental Table 2. Fixations to the eye region by group, emotion, and time
point.
(DOCX)
S3 Table. Supplemental Table 3. Pupil reactivity, averaged across intervals, by group, emo-
tion, and time point.
(DOCX)
S1 Data. Absolute looking time data.
(CSV)
S2 Data. Fixation number data.
(CSV)
S3 Data. Pupilometry data.
(CSV)
Acknowledgments
We thank the patients and their families for participating in these studies, Faraz Farzin for her
work to develop the eye tracking paradigm and analysis tools, and Patrick Hugunin for gener-
ating the graphic figures.
Author Contributions
Conceptualization: David Hessl, Randi J. Hagerman, Elizabeth Berry-Kravis.
Data curation: Crystal Crestodina, Jamie Chin, Reshma Joshi.
Formal analysis: Danielle Harvey, Stephanie Sansone.
Funding acquisition: Randi J. Hagerman, Elizabeth Berry-Kravis.
Investigation: David Hessl, Randi J. Hagerman, Elizabeth Berry-Kravis.
Methodology: David Hessl.
Project administration: David Hessl.
Resources: David Hessl, Elizabeth Berry-Kravis.
Supervision: David Hessl.
Validation: David Hessl.
Visualization: David Hessl.
Writing – original draft: David Hessl, Danielle Harvey, Elizabeth Berry-Kravis.
Writing – review & editing: David Hessl, Danielle Harvey, Randi J. Hagerman, Elizabeth
Berry-Kravis.
References
1. Berry-Kravis E, Cherubini M, Zarevics P, Rathmell B, Wang P, Carpenter R, Bear MF, Hagerman RJ.
Arbaclofen for the treatment of children and adults with fragile X syndrome:Results of a phase 2,
mGluR5 treatment and gaze in Fragile X
PLOS ONE | https://doi.org/10.1371/journal.pone.0209984 January 17, 2019 14 / 17
randomized, double-blind, placebo-controlled, crossover study. International Meeting for Autism
Researchers; Philadelphia, PA2010.
2. Berry-Kravis E, Des Portes V, Hagerman R, Jacquemont S, Charles P, Visootsak J, Brinkman M, Rerat
K, Koumaras B, Zhu L, Barth GM, Jaecklin T, Apostol G, von Raison F. Mavoglurant in fragile X syn-
drome: Results of two randomized, double-blind, placebo-controlled trials. Sci Transl Med. 2016; 8
(321):321ra5. https://doi.org/10.1126/scitranslmed.aab4109 PMID: 26764156
3. Jacquemont S, Curie A, des Portes V, Torrioli MG, Berry-Kravis E, Hagerman RJ, Ramos FJ, Cornish
K, He Y, Paulding C, Neri G, Chen F, Hadjikhani N, Martinet D, Meyer J, Beckmann JS, Delange K,
Brun A, Bussy G, Gasparini F, Hilse T, Floesser A, Branson J, Bilbe G, Johns D, Gomez-Mancilla B.
Epigenetic modification of the FMR1 gene in fragile X syndrome is associated with differential response
to the mGluR5 antagonist AFQ056. Sci Transl Med. 2011; 3(64):64ra1. https://doi.org/10.1126/
scitranslmed.3001708 PMID: 21209411
4. Berry-Kravis E, Hagerman R, Visootsak J, Budimirovic D, Kaufmann WE, Cherubini M, Zarevics P, Wal-
ton-Bowen K, Wang P, Bear MF, Carpenter RL. Arbaclofen in fragile X syndrome: results of phase 3 tri-
als. J Neurodev Disord. 2017; 9:3. https://doi.org/10.1186/s11689-016-9181-6 PMID: 28616094
5. Erickson CA, Davenport MH, Schaefer TL, Wink LK, Pedapati EV, Sweeney JA, Fitzpatrick SE, Brown
WT, Budimirovic D, Hagerman RJ, Hessl D, Kaufmann WE, Berry-Kravis E. Fragile X targeted pharma-
cotherapy: lessons learned and future directions. J Neurodev Disord. 2017; 9:7. https://doi.org/10.1186/
s11689-017-9186-9 PMID: 28616096
6. Berry-Kravis E, Hessl D, Abbeduto L, Reiss AL, Beckel-Mitchener A, Urv TK. Outcome measures for
clinical trials in fragile X syndrome. J Dev Behav Pediatr. 2013; 34(7):508–22. https://doi.org/10.1097/
DBP.0b013e31829d1f20 PMID: 24042082
7. Budimirovic DB, Berry-Kravis E, Erickson CA, Hall SS, Hessl D, Reiss AL, King MK, Abbeduto L, Kauf-
mann WE. Updated report on tools to measure outcomes of clinical trials in fragile X syndrome. J Neuro-
dev Disord. 2017; 9:14. https://doi.org/10.1186/s11689-017-9193-x PMID: 28616097
8. Jin P, Warren ST. New insights into fragile X syndrome: from molecules to neurobehaviors. Trends Bio-
chem Sci. 2003; 28(3):152–8. https://doi.org/10.1016/S0968-0004(03)00033-1 PMID: 12633995
9. Woodcock K, Oliver C, Humphreys G. Associations between repetitive questioning, resistance to
change, temper outbursts and anxiety in Prader-Willi and Fragile-X syndromes. J Intellect Disabil Res.
2009; 53(3):265–78. https://doi.org/10.1111/j.1365-2788.2008.01122.x PMID: 18771510
10. Sullivan K, Hooper S, Hatton D. Behavioural equivalents of anxiety in children with fragile X syndrome:
parent and teacher report. J Intellect Disabil Res. 2007; 51(Pt 1):54–65. https://doi.org/10.1111/j.1365-
2788.2006.00899.x PMID: 17181603
11. Hessl D, Dyer-Friedman J, Glaser B, Wisbeck J, Barajas RG, Taylor A, Reiss AL. The influence of envi-
ronmental and genetic factors on behavior problems and autistic symptoms in boys and girls with fragile
X syndrome. Pediatrics. 2001; 108(5):E88. PMID: 11694672
12. Kaufmann WE, Cortell R, Kau AS, Bukelis I, Tierney E, Gray RM, Cox C, Capone GT, Stanard P.
Autism spectrum disorder in fragile X syndrome: communication, social interaction, and specific behav-
iors. Am J Med Genet A. 2004; 129A(3):225–34. https://doi.org/10.1002/ajmg.a.30229 PMID:
15326621
13. Kau AS, Tierney E, Bukelis I, Stump MH, Kates WR, Trescher WH, Kaufmann WE. Social behavior pro-
file in young males with fragile X syndrome: characteristics and specificity. Am J Med Genet A. 2004;
126A(1):9–17. https://doi.org/10.1002/ajmg.a.20218 PMID: 15039968
14. Codreiro L, Ballinger E, Hagerman RJ, Hessl D. Clinical assessment of DSM-IV anxiety disorders in
fragile X syndrome: Prevalence and characterization. J Neurodev Disord. 2010;Epub ahead of print.
15. Wilding J, Cornish K, Munir F. Further delineation of the executive deficit in males with fragile-X syn-
drome. Neuropsychologia. 2002; 40(8):1343–9. PMID: 11931937
16. Sullivan K, Hatton DD, Hammer J, Sideris J, Hooper S, Ornstein PA, Bailey DB Jr. Sustained attention
and response inhibition in boys with fragile X syndrome: measures of continuous performance. Am J
Med Genet B Neuropsychiatr Genet. 2007; 144B(4):517–32. https://doi.org/10.1002/ajmg.b.30504
PMID: 17427192
17. Cornish K, Swainson R, Cunnington R, Wilding J, Morris P, Jackson G. Do women with fragile X syn-
drome have problems in switching attention: preliminary findings from ERP and fMRI. Brain Cogn.
2004; 54(3):235–9. https://doi.org/10.1016/j.bandc.2004.02.017 PMID: 15050782
18. Cornish K, Munir F, Wilding J. [A neuropsychological and behavioural profile of attention deficits in frag-
ile X syndrome]. Rev Neurol. 2001; 33 Suppl 1:S24–9.
19. Munir F, Cornish KM, Wilding J. A neuropsychological profile of attention deficits in young males with
fragile X syndrome. Neuropsychologia. 2000; 38(9):1261–70. PMID: 10865102
mGluR5 treatment and gaze in Fragile X
PLOS ONE | https://doi.org/10.1371/journal.pone.0209984 January 17, 2019 15 / 17
20. Menon V, Leroux J, White CD, Reiss AL. Frontostriatal deficits in fragile X syndrome: relation to FMR1
gene expression. Proc Natl Acad Sci U S A. 2004; 101(10):3615–20. https://doi.org/10.1073/pnas.
0304544101 PMID: 14993603
21. Backes M, Genc B, Schreck J, Doerfler W, Lehmkuhl G, von Gontard A. Cognitive and behavioral profile
of fragile X boys: correlations to molecular data. Am J Med Genet. 2000; 95(2):150–6. PMID: 11078566
22. Kau AS, Reider EE, Payne L, Meyer WA, Freund L. Early behavior signs of psychiatric phenotypes in
fragile X syndrome. Am J Ment Retard. 2000; 105(4):286–99. https://doi.org/10.1352/0895-8017(2000)
105<0286:EBSOPP>2.0.CO;2 PMID: 10934570
23. Baumgardner TL, Reiss AL, Freund LS, Abrams MT. Specification of the neurobehavioral phenotype in
males with fragile X syndrome. Pediatrics. 1995; 95(5):744–52. PMID: 7724315
24. Hessl D, Tassone F, Cordeiro L, Koldewyn K, McCormick C, Green C, Wegelin J, Yuhas J, Hagerman
RJ. Brief report: aggression and stereotypic behavior in males with fragile X syndrome—moderating
secondary genes in a "single gene" disorder. J Autism Dev Disord. 2008; 38(1):184–9. https://doi.org/
10.1007/s10803-007-0365-5 PMID: 17340199
25. Hall SS, Lightbody AA, Reiss AL. Compulsive, self-injurious, and autistic behavior in children and ado-
lescents with fragile X syndrome. Am J Ment Retard. 2008; 113(1):44–53. https://doi.org/10.1352/0895-
8017(2008)113[44:CSAABI]2.0.CO;2 PMID: 18173299
26. Symons FJ, Clark RD, Hatton DD, Skinner M, Bailey DB Jr., Self-injurious behavior in young boys with
fragile X syndrome. Am J Med Genet A. 2003; 118A(2):115–21. https://doi.org/10.1002/ajmg.a.10078
PMID: 12655491
27. Bear MF, Huber KM, Warren ST. The mGluR theory of fragile X mental retardation. Trends Neurosci.
2004; 27(7):370–7. https://doi.org/10.1016/j.tins.2004.04.009 PMID: 15219735
28. Dolen G, Bear MF. Role for metabotropic glutamate receptor 5 (mGluR5) in the pathogenesis of fragile
X syndrome. J Physiol. 2008; 586(6):1503–8. https://doi.org/10.1113/jphysiol.2008.150722 PMID:
18202092
29. de Vries PJ. Targeted treatments for cognitive and neurodevelopmental disorders in tuberous sclerosis
complex. Neurotherapeutics. 7(3):275–82. https://doi.org/10.1016/j.nurt.2010.05.001 PMID: 20643380
30. Dolen G, Osterweil E, Rao BS, Smith GB, Auerbach BD, Chattarji S, Bear MF. Correction of fragile X
syndrome in mice. Neuron. 2007; 56(6):955–62. https://doi.org/10.1016/j.neuron.2007.12.001 PMID:
18093519
31. Fernandez F, Morishita W, Zuniga E, Nguyen J, Blank M, Malenka RC, Garner CC. Pharmacotherapy
for cognitive impairment in a mouse model of Down syndrome. Nat Neurosci. 2007; 10(4):411–3.
https://doi.org/10.1038/nn1860 PMID: 17322876
32. Gross C, Hoffmann A, Bassell GJ, Berry-Kravis EM. Therapeutic Strategies in Fragile X Syndrome:
From Bench to Bedside and Back. Neurotherapeutics. 2015; 12(3):584–608. https://doi.org/10.1007/
s13311-015-0355-9 PMID: 25986746
33. Berry-Kravis EM, Hessl D, Rathmell B, Zarevics P, Cherubini M, Walton-Bowen K, Mu Y, Nguyen DV,
Gonzalez-Heydrich J, Wang PP, Carpenter RL, Bear MF, Hagerman RJ. Effects of STX209 (arbaclo-
fen) on neurobehavioral function in children and adults with fragile X syndrome: a randomized, con-
trolled, phase 2 trial. Sci Transl Med. 2012; 4(152):152ra27.
34. Heneghan C, Goldacre B, Mahtani KR. Why clinical trial outcomes fail to translate into benefits for
patients. Trials. 2017; 18(1):122. https://doi.org/10.1186/s13063-017-1870-2 PMID: 28288676
35. Hessl D, Sansone SM, Berry-Kravis E, Riley K, Widaman KF, Abbeduto L, Schneider A, Coleman J,
Oaklander D, Rhodes KC, Gershon RC. The NIH Toolbox Cognitive Battery for intellectual disabilities:
three preliminary studies and future directions. J Neurodev Disord. 2016; 8(1):35. https://doi.org/10.
1186/s11689-016-9167-4 PMID: 27602170
36. Cohen IL, Fisch GS, Sudhalter V, Wolf-Schein EG, Hanson D, Hagerman R, Jenkins EC, Brown WT.
Social gaze, social avoidance, and repetitive behavior in fragile X males: a controlled study. Am J Ment
Retard. 1988; 92(5):436–46. PMID: 2965890
37. Farzin F, Rivera SM, Hessl D. Brief report: Visual processing of faces in individuals with fragile X syn-
drome: an eye tracking study. J Autism Dev Disord. 2009; 39(6):946–52. https://doi.org/10.1007/
s10803-009-0744-1 PMID: 19399604
38. Farzin F, Scaggs F, Hervey C, Berry-Kravis E, Hessl D. Reliability of eye tracking and pupillometry mea-
sures in individuals with fragile X syndrome. J Autism Dev Disord. 41(11):1515–22. https://doi.org/10.
1007/s10803-011-1176-2 PMID: 21267642
39. Garrett AS, Menon V, MacKenzie K, Reiss AL. Here’s looking at you, kid: neural systems underlying
face and gaze processing in fragile X syndrome. Arch Gen Psychiatry. 2004; 61(3):281–8. https://doi.
org/10.1001/archpsyc.61.3.281 PMID: 14993116
mGluR5 treatment and gaze in Fragile X
PLOS ONE | https://doi.org/10.1371/journal.pone.0209984 January 17, 2019 16 / 17
40. Watson C, Hoeft F, Garrett AS, Hall SS, Reiss AL. Aberrant brain activation during gaze processing in
boys with fragile X syndrome. Arch Gen Psychiatry. 2008; 65(11):1315–23. https://doi.org/10.1001/
archpsyc.65.11.1315 PMID: 18981343
41. Hessl D, Glaser B, Dyer-Friedman J, Reiss AL. Social behavior and cortisol reactivity in children with
fragile X syndrome. J Child Psychol Psychiatry. 2006; 47(6):602–10. https://doi.org/10.1111/j.1469-
7610.2005.01556.x PMID: 16712637
42. Holsen LM, Dalton KM, Johnstone T, Davidson RJ. Prefrontal social cognition network dysfunction
underlying face encoding and social anxiety in fragile X syndrome. Neuroimage. 2008; 43(3):592–604.
https://doi.org/10.1016/j.neuroimage.2008.08.009 PMID: 18778781
43. Dalton KM, Holsen L, Abbeduto L, Davidson RJ. Brain function and gaze fixation during facial-emotion
processing in fragile X and autism. Autism Res. 2008; 1(4):231–9. https://doi.org/10.1002/aur.32 PMID:
19360673
44. Bruno JL, Garrett AS, Quintin EM, Mazaika PK, Reiss AL. Aberrant face and gaze habituation in fragile
x syndrome. Am J Psychiatry. 2014; 171(10):1099–106. https://doi.org/10.1176/appi.ajp.2014.
13111464 PMID: 24969119
45. Tottenham N, Tanaka JW, Leon AC, McCarry T, Nurse M, Hare TA, Marcus DJ, Westerlund A, Casey
BJ, Nelson C. The NimStim set of facial expressions: judgments from untrained research participants.
Psychiatry Res. 2009; 168(3):242–9. https://doi.org/10.1016/j.psychres.2008.05.006 PMID: 19564050
46. Aman MG, Singh N, Stewart A, CField CJ. The Aberrant Behavior Checklist: A behavior rating scale for
the assessment of treatment effects. American Journal of Mental Deficiency. 1985; 89:485–91. PMID:
3993694
47. Roid GH. Stanford-Binet Intelligence Scales, Fifth Edition. Harcourt HM, editor. San Antonio2003.
48. Roid GH, Miller LJ, Pomplun M, Koch C. Leiter International Performance Scale, Third Edition. Wood
Dale, IL: Stoelting; 2013.
49. Diggle PJ, Heagerty P, Liang K, Zeger SL. Analysis of Longitudinal Data: Oxford University Press;
2002.
50. Laird NM, Ware JH. Random effects models for longitudinal data. Biometrics. 1982; 38:963–74. PMID:
7168798
51. de Esch CE, van den Berg WE, Buijsen RA, Jaafar IA, Nieuwenhuizen-Bakker IM, Gasparini F, Kushner
SA, Willemsen R. Fragile X mice have robust mGluR5-dependent alterations of social behaviour in the
Automated Tube Test. Neurobiol Dis. 2015; 75:31–9. https://doi.org/10.1016/j.nbd.2014.12.021 PMID:
25562659
52. Gantois I, Pop AS, de Esch CE, Buijsen RA, Pooters T, Gomez-Mancilla B, Gasparini F, Oostra BA,
D’Hooge R, Willemsen R. Chronic administration of AFQ056/Mavoglurant restores social behaviour in
Fmr1 knockout mice. Behav Brain Res. 2013; 239:72–9. https://doi.org/10.1016/j.bbr.2012.10.059
PMID: 23142366
53. Suvrathan A, Hoeffer CA, Wong H, Klann E, Chattarji S. Characterization and reversal of synaptic
defects in the amygdala in a mouse model of fragile X syndrome. Proc Natl Acad Sci U S A. 2010; 107
(25):11591–6. https://doi.org/10.1073/pnas.1002262107 PMID: 20534533
mGluR5 treatment and gaze in Fragile X
PLOS ONE | https://doi.org/10.1371/journal.pone.0209984 January 17, 2019 17 / 17
